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Alcohol Matrix cell B4: Practitioners; Psychosocial therapies
S  Seminal  studies  K  Key studies  R  Reviews  G  Guidance  MORE  Search for more studies
S  Empathy and pos itive regard are fundamental  (1957). In psychosocial  therapy general ly, no paper has  had more influence than Carl  Rogers ’ formulation of the
“necessary and sufficient conditions” for cl ients  to get better, the foundation of much substance use counsel l ing. Link is  to a  free 50-year anniversary reprint. See
also this  commentary.
S  Counsel lors ’ relationship style affects  patients ’ relapse rate (1981). US study found a strong l ink between the empathy, genuineness , respect, and 
of a lcohol  cl inic counsel lors  and their patients ’ post-treatment relapse rate.
S  Empathy makes  the di fference (1980). Big di fferences  in therapy content and duration did not affect the progress  of US heavy drinkers . What did for at least two
years  (1983) after treatment was  the degree to which their therapists  displayed See also this  assessment of the impact of empathy in
psychotherapy general ly (2011).
K  Hard to el iminate therapist effects  (1999). Despite exhaustive selection, tra ining and supervis ion, some therapists  in the US Project MATCH tria l  had on average
worse outcomes (1998) than their peers  and there was enough variation in the therapeutic relationship (1997) for this  to influence engagement and later drinking.
Sess ion recordings  exposed reasons  for variation including the match between the therapist’s  directiveness  (2009) and whether the cl ient reacts  against direction.
K  Socia l  ski l l s  matter in motivational  interviewing (2005). US study suggests  that the qual i ty of seeming ‘genuine’ can suffer i f tra ining mandates  withholding
natural  responses, but a lso that departing from these mandates  is  risky unless  done by a  socia l ly ski l led therapist. See this  essay (2013) based on the same and
other studies  arguing that ‘therapy by the book’ i s  not a lways  best.
K  Rogerian non-directive l i s tening was a l l  these patients  needed (2012). Adding motivational  interviewing techniques  directed at reducing drinking did not
improve on (i f anything, the reverse) ‘Rogerian’ non-directive l i s tening in helping US heavy drinkers  cut back – not the case in a  s imi lar earl ier study (2001).
R  Effective ways  to relate to cl ients  (2011). US American Psychological  Association task force reviews evidence and offers  guidance on outcome-affecting qual i ties
in relating to psychotherapy cl ients , l ike forming a therapeutic a l l iance (see below), being empathic, and appropriately adjusting to the individual . Includes  but
not speci fic to substance use.
R  Therapists  who form good therapeutic relationships  have better outcomes (2011). One of the (see above) US American Psychological  Association task force
reviews. In substance use treatment and psychosocial  therapy general ly, a  strong working relationship between therapist and cl ient i s  “one of the strongest and
most robust predictors  of treatment success”. Advanced analys is  (2012) confi rmed that some therapists  cons istently develop stronger relationships  and have
better outcomes.
R  Adapting to the cl ient (2011). US American Psychological  Association task force judged that adapting psychotherapy in general  to the cl ient’s
reactance/res istance, preferences, culture, and rel igion/spiri tual i ty demonstrably improves  effectiveness . Includes  but not speci fic to substance use.
R  Good therapeutic relationships  mean patients  stay longer (2005). Relationship between patient and worker early in treatment was  more cons istently related to
engagement and retention than to substance use outcomes.
R  Some cl ients  l ike to lead, others  to be led (2006). How directive the therapist i s  one of the strongest and most cons istent influences  on the outcomes of therapy.
There is  no s ingle right degree of directiveness; i t a l l  depends on how the cl ient reacts .
G  Addiction counsel l ing competencies  ([US] Substance Abuse and Mental  Health Services  Administration, 2008).
G  What makes  a  good group therapist? ([US] Substance Abuse and Mental  Health Services  Administration, 2005). US consensus  guidance on the di fferent types  of
groups, how to organise and lead them, des irable staff attributes , and staff tra ining and supervis ion.
G  What makes  a  good case manager? ([US] Substance Abuse and Mental  Health Services  Administration, 1998). US consensus  guidance including the staff ski l l s ,
knowledge and atti tudes  needed to ful fi l  the key case management role orchestrating the range of services  often needed to promote lasting ful l  recovery.
MORE  This  search retrieves  a l l  relevant analyses .
For subtopics  go to the subject search page and hot topics  on treatment staff and matching alcohol  treatments  to the patient.
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What is this cell about? Every treatment involves direct or indirect human interaction, but this cell is about ‘psychosocial’ therapies in
which interaction is intended to be the main active ingredient. These range in form from brief advice and counselling to extended
therapies based on psychological theories, and all-embracing residential communities where clients stay for months. Of course, what is
done in therapy matters, but as long as this is a well structured, bona fide treatment which ‘makes sense’, the ‘common factors’
therapies share seem more important. For the patient, the main embodiment of these is how the therapist relates to them. We have seen
this generally and in medical treatments. Unsurprisingly, the evidence is strongest when the structured enactment of that relationship is
the treatment, forcing attention to it even in studies designed to minimise such influences. In this cell we focus on the client-worker
relationship, and on whether some therapists are more successful because they more strongly forge the right kind of relationships –
‘therapeutic’ relationships.
Where should I start? With what is probably the most fertile source for practice and research in psychosocial therapy for substance use
problems – Carl Rogers’ classic formulation of the six “necessary and sufficient conditions” for clients to get better: the communication
of genuineness, unconditional (no ‘ifs’ qualifying the therapist’s acceptance of the patient) positive regard and empathic understanding
to clients in need of help to get their actions, thoughts and self-perceptions in line. The ‘seminal’ credentials of this paper are indicated
by its being reprinted 50 years later and by the fact that peppered throughout the matrices (including practically every entry in the current
cell) you will find these qualities continue to emerge as significant in engaging drinkers in treatment and in their improvement.
Techniques such as reflecting back to the client your understanding of their comments and feelings, interpretations, decisional balance
exercises, analysing triggers and skills training – for Rogers these are not active ingredients in themselves, but ways these relational
qualities are communicated. That does not mean techniques are trivial, because communicating these qualities is seen as another
essential component. From the Highlighted study in cell B3 we know that these qualities – especially unconditional positive regard – are
also what patients seek in a helper.
Highlighted study You can’t deliberately hire non-empathic, phony and hostile counsellors and send them people seeking help just to
see what happens, and usually such attitudes are eliminated by the selection, training and supervision processes in modern studies. But
you can randomly allocate patients to different therapists, and if you go back a bit, you might find the wide range of therapist
competence probably seen even today outside controlled trials. Such a study would effectively (since these qualities tend to go together)
randomly allocate patients to counsellors with high versus low levels of empathy, understanding, and warmth. That is precisely what this
seminal US study did, and it remains the most convincing test of the effect of these qualities on drinkers seeking treatment in the normal
way. As noted in cell B2, the study found a strong link between the empathy, genuineness, respect, and of counsellors and
their patients’ post-treatment relapse. Here we can add that these are the very qualities Carl Rogers expected to be positively related to
patient improvement. If you read our analysis of the study, you will see that it cannot be said on its own to settle the issue of the role of
Rogerian qualities, but with others (including another seminal study in this cell) it makes a persuasive case.
Issues to think about
concreteness
“accurate empathy”. 
concreteness 
Alcohol Matrix cell B4: Practitioners; Psychosocial therapies 19/02/14
http://findings.org.uk/count/downloads/download.php?file=Matrix/Alcohol/B4.htm&format=open 1 / 2
 Is Rogerian listening really all that is needed? Read Rogers’ paper and you will see that he never said empathic and accepting listening
was all that was needed. Nevertheless studies have tested whether this interpretation of his theory really is enough, or whether adding
extra components improves outcomes. See what you make of them. First download this most recent test. It found that adding the
directive elements of motivational interviewing (in this case, aiming to promote drinking reductions via eliciting commitment to change)
to Rogerian reflective listening did not improve drinking outcomes. The article described a previous similar study which found the
opposite: frequent heavy drinking was further significantly reduced when motivational interviewing techniques were added to non-
directive listening. Why the difference? See if you can get a copy of the earlier article (we were unable to find a free web-available
version) and compare the two. Note that the earlier study’s non-directive listening was very non-directive – to the point that if patients
wanted to talk about the weather, that was fine. It might have puzzled and disappointed patient, who (unlike in the later study which used
ads to solicit participants) had gone to a substance use clinic seeking help and had all been diagnosed as dependent on alcohol.
Accepting with Project MATCH researchers’ that treatment is a “culturally appropriate solution to a socially defined problem” (see
Highlighted study in cell A2), could it be that such a response violated patients’ expectations of what treatment should look like? Or was
it (instead or as well) that the limitations placed on non-directive listening (“restricting therapist responses to the barest minimum”)
stopped therapists communicating empathy and acceptance and forced them to respond to patients in an unnatural way, undermining
the quality of (see below) being genuine?
 Does being genuine sometimes mean breaking the rules? As a psychosocial therapist you know you are not supposed to insist clients
‘must do’ something and even less to warn of the consequences if they don’t, but biting your tongue just doesn’t feel right – doesn’t feel
like you are being you. You also know you are supposed to be you – to be ‘genuine’, not put on an act. There seems a conflict between
these Rogerian (see Where should I start?) qualities. What should you do? For guidance turn to this study of the training of addiction
counsellors and clinicians, the implications of which are perhaps most easily absorbed from this informal account. Read at least this. Are
you convinced by the conclusion that (in the context of a caring relationship and a socially skilled therapist) “warning and directive advice
which conveys and comes from concern for [the patient’s] welfare and respect for [them] as an equal” can be beneficial, and that
artificially eliminating these sorts of comments can make you feel and sound less than genuine? Or is this too risky because such
comments can easily degenerate into or seem to the patient like negativity and confrontation, which we know (see cell A4) are often
counterproductive?
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